Background The consequences of financial crises on patients' use of healthcare have been widely discussed. This paper seeks to ascertain whether the position of key players, i.e. doctors, may reveal realities other than those officially reported about the 2008 financial crisis.
Introduction
The effects of financial crises on health have been widely debated, especially the fact that cost containment should never undermine access to healthcare services. 1 However, the directions taken by and the outcomes of policy responses to the 2008 crisis have not been the same in Europe. Cuts in health budgets were made in some countries (Portugal and Greece), while in others budgets remained at a similar level after the crisis (Belgium and Denmark). Strategies have prioritized different measures: negotiating medication prices (Austria and Poland), merging facilities (Greece and Portugal), reducing the burden of health workforce payrolls and removing services from benefit packages (The Netherlands). Benefits for low-income groups were expanded (Moldova), while user charges generally increased (Estonia and France). [2] [3] [4] [5] Moreover, the causal relationship between poor economic performance and the population's health has not been uniformly accepted. 6, 7 Different explanations have referred a need to focus on specific social groups rather than on the population at large, 8, 9 and the idea that national-level policies can strengthen or weaken this relationship. 10, 11 This discussion has been especially heated in Portugal, whereas in Ireland, Greece and Cyprus, international assistance was agreed upon with the European Central Bank, European Commission and International Monetary Fund. The agreement was set out in a Memorandum of Understanding (MoU). On the one hand, the reforms have been internationally assessed as good practices 12 and, according to the Portuguese government, population health indicators 13 and patient satisfaction with healthcare services 14 have not declined. On the other hand, some studies have said that the right to healthcare enshrined in the Portuguese Constitution-universal, comprehensive and tending to be free of charge-has been threatened. 15 These divergent views call for greater attention, as they may reflect a mismatch between patients' daily experiences and the conclusions drawn from institutional data. This study uses Portugal's example to clarify this issue. Confirmation of the underlying assumption is based on indepth evidence from health professionals, who are assumed to be key informants about patients.
Institutional background
There has been no clear turning point in the Portuguese health system following the 2011 assistance, although some trends have increased. One is a decrease in public expenditure from 5.4% to 5% of GDP and from 68.7% to 64.7% of total health-related spending in 2010-13. 16 Another is an increase in private spending. From 3.1% of GDP in 2002, it reached a peak of 3.6% in 2012. Out-of-pocket (OOP) costs increased from 27.2% to 31.7% between 2007 and 2012. 17 OOP costs reflect the growth in both the private market (voluntary private insurance premiums increased from 2.5% in 2007 to 3.2% in 2012) and the cost-sharing in the National Health Service (NHS), where user charges for medical appointments and emergency attendances were increased. 18 The NHS also cut payments for non-urgent transportation for treatment and rehabilitation. 18 Although the number of NHS providers has slightly increased, mostly in PHC (376 units in 2010 to 387 in 2012), 19 the average number of medical visits fell by 9.2% from 2011 to 2012, 10.8% of which were patients exempted from user charges. 20 Public expenditure in the drug sector was generally cut. The policy package includes changes in international reference, retail and wholesale pricing, monitoring of prescription patterns and the promotion of generics and price competition. 21 It is generally assumed that patient's access to the drug market has not been undermined (e.g. from 2010 to 2013 the proportion of costs covered by the NHS increased from 55% to nearly 60% and the number of substitute generics available increased from 964 to 1018), 22 although expert panels have reported that some patients have been unable to obtain medications for cholesterol, hypertension and depression. 23 
Methods

Study design and participants
A national survey of doctors focused on their present experience compared with 2011, the year financial assistance was implemented in Portugal. Data were collected in a structured, self-administered postal questionnaire sent to all doctors registered in Portugal (n = 43 874).
The questionnaire was sent as a part of regular correspondence from the Portuguese Medical Association. Despite the low-response rate for postal surveys, the key element of this enquiry was to collect the first national-scale database with no previous criteria underpinning the selection of cases. The questionnaires were released in May 2013 and doctors returned them by January 2014. Confidentiality requirements meant that no personal information was asked for and so the answers gave no indication of age, region or employer.
A total of 3442 questionnaires was validated after a consistency and readability analysis. All questionnaires submitted by doctors who had retired or were currently working abroad were excluded in order to guarantee that the answers reported real experiences rather than general opinions.
Measures
An exploratory model was used due to the lack of previous studies. Four dependent variables were defined on the basis of the policy reforms agreed in the MoU with direct implications for patients' use of healthcare ( Table 1) .
The list of questions was preceded by the following: 'Based on your personal experience and in comparison to 2011, how much do you agree/disagree with the following sentences', and dichotomous variables were defined (Yes or No). The four dependent variables were explored against several background conditions set as independent variables:
Medical speciality (IV1): The responses were coded as a nominal variable as follows: based on the response rate: psychiatry (psychiatry, child and adolescent psychiatry), other medical specialties (endocrinology and nutrition, medical genetics, haematology, immuno-haemotherapy, allergology, infectiology, nephrology, clinical pathology and rheumatology), oncology (medical oncology and radiation oncology), other surgical specialties (angiology and vascular surgery, cardiothoracic surgery, maxillofacial surgery, paediatric surgery, plastic and reconstructive surgery, neurosurgery and urology) and radiology (nuclear medicine, neuroradiology and radiology). Anatomical pathology, sports medicine, forensic medicine and occupational health specialties were coded as missing, because the response rate was below 30. When doctors declared two specialties, only the one they worked full-time was considered.
Years of practice (IV2): This refers to the length of time doctors had been registered (a compulsory requirement after graduate medical training) with the Medical Association. It was assessed at levels in months and was thus measured as an ordinal variable.
Sector of activity (IV3): Only two situations were considered: doctors working exclusively for the NHS and exclusively in the private sector. The others were coded as missing to provide clear public-private distinctions. Comparisons within the NHS included hospitals and PHC, and in the private sector, small offices, clinics and private hospitals.
Data analysis
Frequency analyses were performed to assess the distribution of the variables and non-responses. Each dependent variable was regressed on all independent variables in a multiple regression model. A categorical multiple regression (CATREG) was used due to the need to accommodate both nominal (IV1 and IV3) and ordinal (IV2) independent variables. Categorical data were first quantified using an optimal scaling methodology to assign the numerical values of the categories. The multiple regression analysis was then applied to transformed variables to achieve an optimal linear regression equation. 24, 25 Chi-square was used to compare each dependent variable within the public and private sectors, and Cramer's V identifies the effect size of the relationship. Data analysis was conducted in IBM-SPSS Statistics 22.0.
Results
Descriptive statistics
The majority of the respondents were general practitioners. In terms of years of practice, the distribution was relatively homogeneous, although there were slightly more young doctors and the largest percentage worked exclusively for the NHS, hospitals in particular. The majority of those working exclusively in the private sector were in clinics followed by small offices. Response patterns in DV revealed the following distribution: 82.2% considered that patients' requests for cheaper medications to be prescribed had grown; 27.6% considered that more patients were asking them not to prescribe medications; 18.8% considered that patients were making more requests to pay for consultations and complementary diagnostic and therapeutic services (CDTS) in instalments and 62.9% that more patients were stopping treatment due to shortage of money (see Table 2 ).
Regression analysis
Regression models with a better fit were obtained for patient requests to prescribe cheaper medications and patients stopping treatment for money reasons (R 2 a = 0.139, F (23, 1272) = 10.054, P < 0.001 and R 2 a = 0.102, F (23, 1263) = 7.349, P < 0.001, respectively) ( Table 3 ). The regression results for doctors' backgrounds showed that medical speciality had a significant effect on all the dependent variables (P < 0.001). Given that medical speciality was coded as a nominal variable, Table 4 shows the crosstabs between the occurrences of the answer 'yes' for each dependent variable. Patients' requests to prescribe cheaper medications were particularly high among neurologists, general practitioners, pulmonologists, physicians and cardiologists. Patients suspending treatments for money reasons were high among anaesthesiologists and physiatrists. Patients' requests not to prescribe medications were high among physiatrists, ophthalmologists and pulmonologists, while patients' requests to pay for consultations and CDTS in instalments were high among dentists and radiologists.
Years of practice showed a significant negative effect with both patients' requests to prescribe cheaper medications and patients' suspension of treatment for money reasons Reduce health-benefit schemes for civil servants, armed forces and police services
Revise the existing reference-pricing system for medications based on international prices by changing the countries of reference to the three EU countries with the lowest price levels or countries with comparable GDP per capita levels
Continue with the reorganization and rationalization of the hospital network through specialization and concentration of hospital and emergency services and joint management
Reduce costs of patient transportation by one-third e58 JOURNAL OF PUBLIC HEALTH (Beta = −0.149, P < 0.001 and Beta = −0.0129, P < 0.001, respectively). This means occurrences of the answer 'yes' for these dependent variables were higher among younger doctors. The sector of activity has a significant effect on the dependent variables with the exception of patients' requests to pay for consultations and CDTS in instalments (P > 0.05). It explains more patient abandonment of therapies for economic reasons (Beta = 0.182, P < 0.001), which is more common among doctors working exclusively for the NHS.
Independence analysis
Comparisons between public hospitals and primary healthcare show a significant relationship with patient requests for cheaper medications and patients' suspension of treatment for money reasons [χ 2 (1, n = 2612) = 89.242, P < 0.001 and χ
2
(1, n = 2592) = 18.707, P < 0.001, respectively]. The tendency to answer 'yes' was greater among doctors working in PHC (DV1: 93.6% for PHC and 77.8% for Hospitals; DV4: 69.5% for PHC and 60.3% for hospitals), although the association was weak (Cramer's V = 0.185 and 0.085, respectively).
Comparisons between private hospitals, small offices and clinics showed a significant relationship with patients' stopping treatment for money reasons [χ 2 (1, n = 2562) = 23.799, P < 0.001]. The tendency to answer 'yes' was greater among doctors working in private hospitals (67.6%), although the association was also weak (Cramer's V = 0.096).
Discussion
Main findings of this study According to the doctors, an unspecified number of patients have experienced more difficulties using health services than before the assistance period, asking doctors to prescribe cheaper medications and stopping treatments because they could not afford them. In addition, the doctors' backgrounds showed variations within the medical field. Major occurrences were reported in specialties including physical medicine and rehabilitation, pulmonology, psychiatry, internal medicine and general practice, and among younger doctors and those working exclusively for the NHS. Comparisons within the public and private sectors highlight greater e60 JOURNAL OF PUBLIC HEALTH difficulty in primary healthcare and private hospitals, respectively.
What is already known on this topic?
The effects of financial crises on patients have been a matter of great controversy among scholars and policy makers alike. The lack of agreement reflects not only the fact that countries have pursued different policy responses but also the methodology used to assess patients' choices and needs.
Portugal is a paradigm of this kind of discussion. National and international agencies have concluded that the NHS has succeeded in gatekeeping most of the adverse effects of the 2008 crisis. However, previous academic research has highlighted possible economically motivated differences in patients' use of health services. For instance, one-fifth of Portuguese households were said to be affected by unemployment in 2012, resulting in a 22.2% reduction in their spending on healthcare. 18 
What this study adds
Two messages can be deduced from this survey. One is that the doctors' answers suggest that policy responses to contain the crisis failed to prevent some adverse effects on patients' use of healthcare services. It is, therefore, reasonable to say that the aim of mitigating the crisis in the health sector was not fully achieved in Portugal. The other is that adverse effects were felt particularly in the NHS. The fact that these findings diverge from official data suggests that patients' daily experiences are not so visible in administrative data or that it may take longer before they influence structural change. We might question the extent to which patients' voices on their individual choices and experiences has been silenced. 26 Additionally, the degree to which patients and professionals trust relationships based on affective bonds, empathy and identification means that health professionals are key informants who ought to be heard. 27 These sources provide additional information that should be taken into account in discussions on the causal relationship between poor economic performance and the population's health.
The lesson to be drawn from Portugal is that the combination of recessive economic policies and overall disinvestment in health harms patients' access to healthcare, even if benefit packages for the most vulnerable social groups are expanded. The aetiology of diseases is multi-factorial and their management requires comprehensive access to the services provided and eligible users. Additionally, health systems cannot cope with immediate substantial savings without reflecting them in cost-sharing with patients.
Limitations of this study
First, despite being one of the largest at national level in Europe, the sample is non-representative of the doctors working in Portugal. Second, the instrument does not make it possible to ascertain the main causes underlying changes in patient behaviour or locate barriers to use healthcare. Third, the measurements reflect doctors' personal experiences and are therefore not comparable to institutional data. Fourth, the questionnaire is unable to explain the reasons for the effect of doctors' years of practice on their responses. One hypothesis is that younger doctors are more impressionable. Another is that doctors' years of practice mediate the patient-doctor relationship. In either case, further analyses of this topic are required.
Conclusions
In times of financial crisis, cost-containment mechanisms are perceived as effective instruments for managing scarce resources. However, one major side effect is that they limit patients' ability to seek health services, including in the NHS, and this can result in an increase in social inequalities. The fact that the evidence presented here differs from that reported in official data is indicative of the need to listen to health professionals as key informants, given their strategic position experiencing the daily functioning of health services and their awareness of patient behaviour.
